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SUMMARY: A case of tuberculosis presenting as intestinal obstruction in a Gurkha soldier is reported and the 
difficulties of diagnosis discussed. 

Case Report 
A 28 year old Gurkha was admitted with 4 weeks history 

of intermittent colicky abdominal pain and diarrhoea. The 
latter settled prior to referral. At three days post 
admission, he continued to complain of abdominal pain 
with symptoms of small bowel obstruction. 

He developed a swinging pyrexia of 40°C and a 
tachycardia of lOO/min. Blood pressure was mildly 
elevated at 158/95. Examination of his chest and heart was 
normal. His liver was palpable to lcm and there was 
generalised distension, tenderness and obstructive bowel 
sounds were heard on auscultation. 

Haemoglobin ll5g/l. White cell count 11.5x lOA9/l 
with neutrophilia, monocytosis and lymphopenia. ESR 
81mmlh. C-reactive protein 254mg/l. Albumin 27g/1. 
Amylase 56 u/l. 

Mantoux test was non reactive. Chest X-ray was 
initially normal but later showed small pleural effusions. 
Abdominal X-ray was compatible with small bowel 
obstruction. Computerised Tomography showed 
increasing pleural effusion, without focal chest or 
abdominal lesions. Early morning urine was negative for 
acid fast bacilli. Ziehl-Nielsen staining was performed on 
nasogastric and pleural aspirates and again these were 
negative. 

Initially he was managed conservatively with 
nasogastric suction and intravenous fluids. He did not 
settle on this regime and laparotomy was performed. This 

- revealed a large amount of peritoneal fluid, widespread 
minute peritoneal deposits and multiple adhesions 
involving the small bowel and causing mechanical 
obstruction. The adhesions were divided, appendicectomy 
and omental biopsy performed. The peritoneal fluid was 
sent for biochemical and bacteriological examinations. 

The diagnosis of abdominal tuberculosis was made 

when the histology confirmed the characteristic 
granulomas of tuberculosis. Ziehl-Nielsen stain revealed 
few acid fast bacilli in the omental biopsy. Subsequently 
the mycobacterium was cultured from the peritoneal fluid. 
The patient was started on antituberculous treatment and 
made an uneventful recovery. 

Discussion 
Abdominal tuberculosis is not rare, nor is it confined to 

the poor, or patients with active pulmonary tuberculosis. 
The condition should be considered in the differential 
diagnosis of abdominal pain (1). 

The symptoms and signs are variable (2). In the 
presence of pulmonary tuberculosis the diagnosis of the 
condition would be readily thought of, however, this was 
not evident in our case. The association between 
pulmonary and abdominal tuberculosis varies widely and 
has been reported to range from 1 % to 60% (3,4,5). As in 
this case others have found intestinal obstruction to be the 
presenting feature (6). 

Laboratory investigations were reported to have little 
diagnostic value (2), as in the case with a negative 
Mantoux test. Mycobacterium tuberculosis is isolated 
more easily from biopsy samples than from ascitic fluid (3, 
7). In this case the organism was not cultured from ascitic 
fluid for some eight weeks, a method clearly unsuitable for 
early diagnosis. 

Direct visualisation and biopsy of the peritoneum 
provides a definitive tissue for diagnosis (8). 
Laparoscopic biopsy has been successfully reported by 
some centres (3,8,9,10). However, in another series 
laparotomy was considered necessary to obtain diagnosis 
and relief obstruction in 81 % of cases (11). 

Abdominal tuberculosis therefore should be considered 
in cases of abdominal pain particularly among ethnic 

P
rotected by copyright.

 on M
ay 22, 2023 by guest.

http://m
ilitaryhealth.bm

j.com
/

J R
 A

rm
y M

ed C
orps: first published as 10.1136/jram

c-144-01-06 on 1 F
ebruary 1998. D

ow
nloaded from

 

http://militaryhealth.bmj.com/


30 

minorities in the United Kingdom and peritoneal biopsy 
appears to be the quickest and most definitive diagnostic 
test. 
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